Introduction
The international system of narcotic drug control is based on a complex series of accords and conventions that are administered by a dedicated drug bureaucracy within the United Nations and national level partner agencies. These lock individual nation states into the universal goal of eradicating the cultivation, production, distribution and consumption of narcotic drugs. The global drug conventions set out a comprehensive strategy for the achievement of a 'drug free world' -an end to which all nation states are obliged to work cooperatively. Underscoring the universal nature The drug control regime is a remarkable model of international collaboration and consensus. The core principle underpinning drug control, that states should step in and act coercively to prevent the use of dangerous substances, is accepted by all national governments regardless of regime type, religion, ideological orientation or level of national development. This cohesion of action and principle owes much to the longevity of the campaign to prohibit narcotic drugs. The drug control system has evolved over a 100-year period and during this time the prohibition model has become institutionalized, consolidated and global.
The foundations of the international quest to eliminate the market for intoxicating substances were laid at a meeting of global powers that was held in Shanghai in 1909 and which was convened by the US. This was the first significant foray by the US on the stage of global diplomacy. Through the anti-drug initiative, the US came to define and shape the drug 'problem' and responses. The position maintained by the U.S. was that the trade in dangerous drugs had to be prohibited. A century later, this remains the end goal of the control regime.
The Shanghai conference was held against the backdrop of global, free and mass markets for substances such as opium, cannabis and cocaine, and derivative opiates such as morphine and heroin. U.S. steps to control and regulate the trade in intoxicating substances was revolutionary given the pervasiveness of 'drug' use and the powerful vested interests in maintaining an unfettered trade. The U.S. initiative also went against a 2,000 year long history of drug cultivation, production, trading and use.
Intoxicating Substances in Historical Context

Drug Use
People have cultivated and ingested naturally occurring intoxicating and hallucinatory substances since the beginning of civilization. The most widely used naturally occurring drugs were opium from the opium poppy (papaver somniferum); the flowers, leaves and resin of the cannabis plant (cannabis sativa); and the leaves of the coca plant (erythroxylum).
There were six main reasons for drug consumption in ancient and modern societies (Inglis 1975) . The most significant was pain relief. Ancient Indian and Chinese manuscripts recommended the inhalation or eating of cannabis for a range of diseases such as gout, cholera, tetanus, neuralgia and for pain relief in childbirth.
Underscoring the medicinal value of cannabis, the U.S. pharmacopoeia recommended it for the primary treatment of more than 100 illnesses in its publications from 1850 to 1937. Owing to the presence of 46 alkaloids including the analgesics codeine and morphine, opium was also highly valued for medical treatment, beginning with the Persians and Greeks. After Greek traders introduced opium to South Asia, the drug was used in medical practice in India and China, according to records dating from 400 A.D. (Booth 1999; Scott 1969) .
The seventeenth century brought the commercialization of medical 'drug' use, underscored by the launch of Sydenham's Laudanum, an opium based medication in the UK in the 1680s. Competition among apothecaries and rising demand for selfmedication among the new urban working classes in the nineteenth century spurred the opium based patent medicine market, with products such as Gowan's Pneumonia Cure, Godfrey's Cordial and Dr. Moffett's Teethina sold without prescription or regulation in grocery stores (Berridge 1981; Hodgson 2001) .
After the isolation in 1803 of morphine, the analgesic compound in opium, the A second driver of drug use was the need for physical stimulation. Coca, cannabis and other natural plant based stimulants such as betel, khat and tobacco were traditionally ingested by indigenous and indentured laborers. In the Andean region of South America, Spanish colonists encouraged the chewing of coca by indigenous workers in the silver mines, as it boosted physical endurance and depressed the appetite. In the second half of the nineteenth century, the commercialization of coca leaves allowed for the development of a new mass market for stimulant tonics such as Vin Mariani, which was first marketed in Europe in 1863 (Streatfeild 2001) . Coca based stimulants also found a receptive market in the U.S., where French Wine Coca, a mixture of wine and cocaine manufactured in Atlanta, was marketed as a 'braintonic'. It was re-launched in 1886 as Coca-Cola after the alcohol prohibition movement objected to the wine content of the product.
A third factor accounting for the preponderance of 'drugs' was their cultural and spiritual significance in religious, pagan, shamanic and cultural ceremonies across the world. From the Dagga cults of West Africa, indigenous Indian communities in North and South America to Hindu festivals in India, coca leaves, opium, cannabis and hallucinogenic plants such as peyote and psilocybin, were used as religious sacraments and venerated as gifts from nature or the gods (Schultes and Hoffman 1992) .
Cannabis, coca and the opium poppy were also cultivated as a food source.
Hemp, a member of the cannabis sativa family, produces highly nutritious hemp seed and seed oil. It was a staple of rural diets in China, South and Central Asia and the Balkan region for centuries. Hemp was also used for rope, rigging, paper making and textiles. The utility of hemp was first recognized by the Chinese and its cultivation spread to Central Asia and Europe in the thirteenth century and, following transplantation by the Spanish conquistadors and Pilgrims, into North and South America in the seventeenth century (Herer 1998) . This points to a fifth driver of drug cultivation -the use of these plants in early bartering and financial systems, the Spanish for example transformed coca leaves into one of the most highly commercialized products in the Andes by using coca as means of payment.
Relaxation, recreation and experimentation were the final factor accounting for the popularity of drug use. However, in both ancient and modern societies this was the preserve of the elite. The synthetic drug revolution in the second half of the nineteenth century did see an increase in recreational drug experimentation, but this remained confined to bohemian groups, literary and artistic figures and secret societies, who transformed non-medical drug use into a 'social signifier' of rejection of mainstream society values (Keire 1998) . The invention of the injecting syringe in 1843 did create new recreational as well as medical markets for cocaine and opiates, the 1890s Sears Roebuck catalogue for example offering a syringe and vial of cocaine for $1.50.
A significant exception to the model of elite recreational use was the Chinese -and broader South East Asian market for opium. Opium consumption in China was common among all social classes and owing to the intensity of demand -and addiction -domestic cultivation had to be reinforced by opium imports from India, Persia and Turkey. Recreational opium smoking was also common among Chinese immigrants scattered across port cities such as London and San Francisco.
The Trade in Drugs
Drug cultivation and use has persisted across time, but there was a dramatic change in patterns of cultivation, production and use during the eighteenth century when opium, and to a lesser extent coca, became commercialized. This was catalyzed by Western efforts to expand their commercial and colonial presence in Asia. A brief assessment of the early opium trade puts into perspective the significance of the U.S. effort to regulate and ultimately eliminate what was one of the most important globally traded commodities in the international market.
Early Portuguese traders were responsible for initiating the 'mass' market for opium. They first discovered opium poppy cultivation and opium production in India after their arrival in the country in 1501. As part of early efforts to enter the Chinese market, the Portuguese introduced the practice of smoking opium with tobacco shipped from Brazil. The Dutch deepened the Asian opium market through the commercial vehicle the Vereenigde Oost-Indische Compagnie (V.O.C.), which by the 1640s had pushed Portugal out of Indonesia and gained control of the profitable trade in spices and opium. Indicative of the rapid growth of the Dutch controlled opium market after this date, imports of Bengal opium from India into Indonesia increased from 0.6 metric tons (m.t.) in the 1660s to 87 m.t. by 1699. The V.O.C. realized profits in excess of 400 percent through the re-export of Bengal opium to China and as a result of the lucrative nature of the opium enterprise, the spice trade declined in value and commercial significance (McCoy 1972; La Motte 2003) .
The most dramatic change came with the arrival in India in 1608 of the British East India Company (E.I.C.), which was originally created to boost Britain's commercial interest in the spice trade. Through military confrontation with the Indian opium merchants, the E.I.C. gradually acquired control of the lucrative opium sector and absorbed peasant cultivators into a loose syndicate system. Opium for export was sold through E.I.C. auction houses in Calcutta, while domestic demand was met through the sale of heavily taxed opium through an E.I.C. monopoly of 10,000 retail outlets in India.
Opium as a commodity was of enormous fiscal and commercial significance for Britain, which expanded cultivation in the Bengal area from 90,000 acres in 1830 to 176,000 in 1840, reaching a high of 500,000 acres by 1900 (McCoy 1972; Richards 2003) . Revenues from opium exports, which climbed from 127 m.t. in 1800 to 6,372 m.t. by 1857 (Ul Haq 2000: 27) and domestic sales taxes contributed 11 percent of total revenues accruing to the British administration in India. Aside from financing the colonial enterprise in India and other British territorial possessions in South East Asia, opium was intensely valuable to Britain because it reversed a significant balance of trade deficit with China. While there was strong demand in the U.K. for Chinese goods, such as tea, silk and ceramics, the Chinese market for British manufactured exports was limited and no foreign traders were allowed to operate outside of Canton. transplanted coca leaf cultivation to Jamaica, Sri Lanka, Malaysia, India, Indonesia and British Guyana in order to reduce shipping times and to meet rising demand for cocaine. The Dutch had set up cocaine manufacturing facilities in Indonesia following the introduction of the coca leaf to Java in 1900 and by the turn of the century, the Dutch were the world's leading cocaine producer (Gootenberg 1999) . As with opium production, national governments in coca cultivation areas also invested heavily in their new comparative advantage, the Peruvian government for example devised a strategy for national development based on the promotion of the coca paste export sector (Walker 1996) .
Inaction and Detachment: The US and the Early Opium Question
The US was relatively marginal to the trade in opium, coca and cannabis throughout the centuries of the drug market's operations. It was only at the beginning of the twentieth century, when the use of narcotic substances was at a high point, that the US became engaged in the nascent drug 'debate'. When it did so, the country assumed a radical posture, pressuring for the complete elimination of the trade, a position that 'required little sacrifice from Americans while demanding fundamental social and institutional change from others' (McAllister 2000: 66) .
This was a belated entry, particularly given that Christian based anti-opium campaigns in countries such as the U.K. and India had been mobilizing around the 'trade in misery' for over 30 years. Three factors account for U.S. detachment from the opium question during the emerging debates of the mid-nineteenth century.
Firstly, alcohol, rather than drugs were seen as the most pressing social problem in the U.S. The explosion of saloon bars associated with vice, gambling and drunkenness catalyzed the emergence of a powerful Christian based prohibition lobby that focused political attention on the need for a ban on alcohol rather than regulation of the drug trade.
Even if the federal government were minded to intervene to regulate intoxicating substances it was powerless to act. The constitutional separation of powers limited the responsibility of federal government to foreign policy, inter-state commerce and revenue raising measures such as taxation. As a result, it could not impose legislation on states, which retained jurisdiction over policing, criminal and civil law and the regulation of trade and transport (Whitebread 1995) . This was despite evidence of a rising problem of morphine addiction among women and civil war veterans in the second half of the nineteenth century. An estimated 40,000 former combatants of the Northern army suffered from 'soldier's sickness' or the 'army disease', a morphine dependence that followed from its routine administration on the battlefield (Ul Haq 2000: 40; Whitebread 1995) . Middle class women were the largest constituency of American opiate addicts, which totaled an estimated 300,000 people out of a population of 76 million. Intra-muscular morphine injection was commonly prescribed for female 'problems of mood' that included gynecological infection, depression and nymphomania (Courtwright 1982; Keire 1998; Walker 1996: 39) .
The absence of federal government regulation contrasted with the situation in the U.K. where the national government introduced the 1868 Pharmacy Act in response to a rise in overdose-related deaths. The U.K. legislation did not restrict the sale or use of drugs; it simply required that opiates and cocaine be clearly labeled as poisons. It was highly effective in reducing drug-related morbidity, particularly in small children. When anti-opium legislation was finally introduced in the U.S. in the 1870s and 1880s, this was on the initiative of individual states and it was specifically targeted at Chinese nationals. It was part of a wider anti-Chinese campaign that was led by organizations such as the American Federation of Labor and the Workingmen's Party and it came as part of a package of measures that included restrictions on the rights of Chinese immigrants to marry, own property and practice certain professions.
As such, the first U.S. drug laws were premised on racial prejudice, not a preoccupation with national health.
A final important factor accounting for the tardiness of US engagement with the drug issue was the country's lack of overseas territorial possessions. Unlike Britain, Spain and the Netherlands, the U.S. had no colonial enterprise and the country maintained only a marginal trading presence in South East Asia. As a result, it was divorced from the broader debate on the morality of the opium trade and the operations of the market more generally. It was alcohol rather than drugs that preoccupied the moral conscience of white, Christian U.S. society.
It was not until the end of the nineteenth century that a national debate on foreign policy and the need for 'empire building' began to take hold in the U.S.
Preoccupation with the consolidation of national territory, unification of North and South and prevention of foreign incursion into the Southern hemisphere inhibited aspirations of overseas expansion. It was not until 1898 that the U.S. acquired its first overseas possession, Hawaii, a move that followed intense pressure for expansion on then Republican President McKinley from agricultural, media and financial interests.
US Narco-Diplomacy
The drastic change in the position of the U.S. federal government, from one of detachment from the opium question to leadership on the issue was triggered by the acquisition of the Philippines from Spain. This followed the Spanish defeat in the Brent and Crafts lobbied the Roosevelt administration to convene an international opium conference. This was a significant step and it marked the beginnings of US 'narco-diplomacy'. Brent and Crafts argued that without an international agreement to curb the supply of opium, the domestic regulations put in place in the Philippines would fail. Two important principles had therefore been set out by the influential missionary groups. Firstly, that the use of intoxicating substances was morally wrong and injurious and that national governments had the responsibility to step in to prevent people from doing harm to themselves. Secondly, that this could only be achieved by reducing the supply of narcotic substances from cultivator and producer countries. This prohibitionist, supply-side focused thrust shaped the structure and orientation of the international control regime that was to emerge.
The Shanghai Opium Conference
All of the great powers, with the exception of the Ottoman Empire, accepted the US invitation to participate in an international opium conference, on the understanding that participants did not have plenipotentiary powers and consequently national governments would not be bound by a final resolution.
The emphasis on prohibition that informed the views of the U.S. delegation to the meeting was a minority position. The British, Dutch and other significant stakeholder countries were prepared to concede the need for regulation of the opium trade, but they emphasized regulation over prohibition. The British had already moved toward a ten year supply-reduction agreement with China, were an estimated one in four males where addicted to the drug. This 1907 Anglo-Chinese accord proved highly successful in reducing opium cultivation and availability. There was also a strong view that banning opium would be futile -particularly given the scale of the sector -and counterproductive. In previous experiences, the prohibition of substances ranging from coffee to wine and tobacco, black-markets had flourished while illicit supply and demand had persisted. Moreover, the U.S. delegation's emphasis on enforcement of prohibition through punishment of 'offenders', as proposed by the U.S. Opium Commissioner and head of the U.S. delegation Dr Hamilton Wright, was viewed as punitive and extreme. These divisions between the U.S. and other participant countries: 'remained central points of contention for decades ' (McAllister 2000: 29) .
Although no concrete agreement came out of Shanghai, the meeting was of enormous significance. It laid the foundations for international dialogue on opium and other drugs. This was fully capitalized on by the U.S. missionary groups that had placed themselves at the helm of the anti-opium campaign. They successfully lobbied for a follow-up international conference which was held in The Hague in 1911. U.S. narco-diplomacy also forced the introduction of domestic anti-drug legislation in the U.S. It was recognized that the U.S. would have no credibility on the international stage if domestic restrictions were not in place but a circuitous route had to be devised in order that that the federal administration could bypass constitutional obstacles to national regulation. In 1906, the Pure Food and Drug Act was introduced as an exercise in the right of federal government to regulate interstate commerce. As with the earlier British Pharmacy Act, this did not prohibit drug use, it simply required that alcohol, morphine, opium, cocaine, heroin, chloroform and cannabis contents were labeled on medicines and tonics.
Although the new law was successful in reducing the use of patent medicines (Courtwright 1982) , it did not meet the Christian lobby position that all non-medicinal drug use should be banned as consumption was immoral, degrading and dangerous. 
The Geneva Convention
The Geneva Convention of 1928 expanded the manufacturing control system by establishing compulsory drug import certificates and export authorizations that were to be administered by national authorities and which were required for all drug transactions between countries. This sought to prevent countries importing or exporting drugs beyond medical and scientific requirement. In order to determine the level of legitimate medical drug requirements, parties to the Convention were to provide annual statistics estimating production, manufacture and consumption requirements for opiates, coca, cocaine and, for the first time in drug control, In a further tightening of the control regime, the P.C.O.B. was empowered under the 1931 Convention to directly embargo any country that exported or imported beyond its stated manufacturing volumes or consumption needs. Signatory states were also required to establish a dedicated national drug enforcement agency to ensure compliance with domestic drug laws that had been introduced at the local level in line with international obligations. The instauration of a comprehensive substance control regime was a major success for the U.S. Christian lobby groups that had first initiated the drug control discourse at the turn of the twentieth century. The U.S. was able to pull dissenting national voices into the system and override competing regulatory proposals as a result of two key factors: evolving attitudes toward the drug trade in Europe and astute U.S. diplomacy.
Convention for the Suppression of the Illicit Traffic in Dangerous Drugs
As understanding of addiction and dependence evolved, West European states acknowledged the need for a stronger control framework, a paternalist orientation that was reinforced by the creation of rudimentary welfare state systems that afforded government responsibility for the heath of citizens. The roll out of European welfare state additionally eliminated the need for self-medication, further legitimizing medical and political arguments in favor of controlled drug use (Berridge 2001 ).
This is not to suggest that European and other governments were in full accord with the prohibition orientation of the U.S., which was the driving force behind the introduction of increasingly punitive sanctions in the Conventions. The Dutch, British, French and Spanish all remained skeptical of the U.S. view that recreational drug use could be terminated through 'shock' strategies and they remained convinced of the importance of medical support for drug users over the penal approach advocated by the U.S. Moreover they did not accept that cultivation of opium or coca could be rapidly eradicated and on this issue they did achieve a significant victory over the U.S. by introducing a protracted 15 year timeframe for cultivation controls. While this went against the spirit of cooperation that the League was seeking to create, it allowed the U.S. to extradite and prosecute drug traffickers independent of the international control system (Anslinger and Tompkins 1953) .
Consequently the drug control framework that evolved reflected the core values of the U.S. and the internationalization of prohibition oriented ideas and approaches that were culturally unique to the U.S. Owing to the influence of the U.S.
the control model that emerged was skewed toward supply, as opposed to demand focused activities, it emphasized punishment and suppression over consideration of why people cultivated, produced and used drugs and it institutionalized the influence of the police, the military, politicians and diplomats while the opinion of stakeholders such as doctors, drug users and peasant cultivators were marginalized (Sinha 2001) . 
Single Convention on Narcotic Drugs
The 1961 
Convention on Psychotropic Substances
Although the Single Convention was intended as 'a convention to end all conventions' (May 1950 ) the international community met in 1971 in order to respond to the advances in chemistry and synthetic drug manufacture which had led to new mass markets for psychotropic substances such as amphetamines, barbiturates and hallucinogens that were not incorporated into the existing regulatory framework.
The resulting Psychotropic Convention introduced a regulatory regime for these drugs modeled on the manufacturing and cultivation control system set out in the 1961
Convention. This included a schedule of four levels of control that were based, like the Single Convention, on a drug's therapeutic value and abuse potential. 
Convention against Illicit Traffic in Narcotic Drugs and Psychotropic
Substances
The final convention of the current drug control system was negotiated in 1988. As with the pre-war drug control system, this related to the traffic in illicit substances and it addressed mechanism to strengthen compliance with the control regime. The
Convention required states to co-operate and co-ordinate anti-trafficking initiatives with international enforcement bodies and partner agencies in other countries and, in response to the new challenges posed by the globalization of trade and services, it called on states to introduce domestic criminal legislation to prevent money laundering and to allow for asset seizure and extradition. The Convention also introduced controls of chemical precursors required for the production of synthetic and semi-synthetic drugs, with states obliged to monitor the manufacture and trade in chemicals that could be used in illicit drug production. It additionally set out procedures for the harmonization of national drug laws, setting out specific offences that individual states were required to legislate against. 
Conclusion
Although the drug control regime has reached a high point in terms of its universalism, comprehensiveness and institutional integrity, it is also under unprecedented pressure and there are indications that the consensus underpinning the model is fracturing. The cultivation, production and consumption of illicit substances is at an all time high and drug markets have become more complex, dynamic and diversified. This situation has forced a questioning of first principles. There is a growing acknowledgement that the historically entrenched ideology of prohibition that underpins the control regime is anachronistic, counterproductive and unachievable. European and South American countries have taken the lead in experimenting with regulatory and liberalization oriented strategies, a move that has been informed by the failure of the highly repressive approaches that were pursued in This focus on demand-side issues has run parallel with a revision of strategy in 'supply' countries. The Europeans in particular now place emphasis on 'alternative development' policy in cultivator states, a position that acknowledges the persistence of incentives to produce narcotics for the global market.
There is a wider concern that the emphasis on repression, militarization and enforcement is iatrogenic. The persistence of prohibition thinking and prohibition oriented policies in an age of chemical advances, globalization, HIV-AIDS and enhanced personal freedom may be doing more harm than good. However, the capacity of the current control regime to evolve from a source-focused, criminalization approach toward a more liberal, treatment-oriented and developmentalist strategy is constrained by the persistence of prohibition attitudes among powerful country and regional players, such as China, the U.S., Russia and Saudi Arabia. The mechanisms for debate within the drug control system are rudimentary and the institutional capacity for flexibility, innovation and radical reform is open to question.
The conceptual frameworks that are used to understand and respond to drugs and drug consumption are over a century old. They were framed in a period of colonial enterprise, social tension, racism and a lack of medical and scientific understanding (Sinha 2001) . That they continue to inform drug policy today is deeply problematic. Meaningful change can only come from a revision of founding ideas and while some countries have expressed support for such a review, this revolutionary
